
MISSISSIPPI STATE DEPARTMENT OF HEALTH

PHRM/ISS

Connecting Mothers and Babies to Services

PHRM/ISS works to meet the needs 
of each individual family

Perinatal High Risk Management
Infant Services System

(PHRM/ISS)

570 East Woodrow Wilson
Post Office Box 1700

Jackson, Mississippi 39215-1700

Phone: 601-576-7463
Fax: 601-576-7825

www.HealthyMS.com/phrm

PHRM/ISS assists physicians by providing patients 
with health education and linkages to health 

and social services

The Mississippi State Department of Health provides 
a voluntary case management, home visiting program 

for Medicaid-eligible high-risk pregnant women 
and infants at no cost to the physician’s office.



• Print out and complete the infant and/or maternity 
screening form at HealthyMS.com/phrm.

• A physician, physician assistant, nurse practitioner 
or nursing midwife will sign the form(s) using his 
or her professional title, telephone number and address.

• Fax completed forms to the PHRM/ISS program at 
601-576-7825.

About the PHRM/ISS Program

The PHRM/ISS staff provides face-to-face and home visits 
utilizing research-based health education, reinforcing and 
educating on:

• Benefits of breastfeeding • Pregnancy nutrition

• Safe sleep practices • Prenatal/Postnatal care

• Completion of health • Reproductive 
insurance paperwork life planning

• When to follow up with • Appropriate infant
a provider, or go to the developmental
emergency room milestones

• Importance of immunization • Education on pregnancy

• Medication compliance • Developmental 
stages

How to refer your patients to the
PHRM/ISS program
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